INTRODUCTION
Arrhythmogenic right ventricular cardiomyopathy (ARVC) is a clinical entity characterized by ventricular arrhythmias and a specific right ventricular pathology (1) . On the other hand isolated left ventricular non-compaction is a sporadic or familial cardiomyopathy characterized by prominent trabeculae and deep intertrabecular recesses in left ventricle (2) . Although both of these cardiomyopathies are rare disorders, coexistence of these cardiomyopathies at one patient is extremely rare, a review of literature revealed no reported case of ARDC co-existing with isolated left ventricular non-compaction. We present a rare case of ARVC coexisting with isolated left ventricular non-compaction who had incessant ventricular tachycardia (VT) originating from right ventricular outflow tract (RVOT) that has been ablated by electro anatomic mapping successfully. (Fig 4, 5) . It is important to distinguish RVOT tachycardia from VT due to ARVC. A potential source of confusion is that RVOT tachycardia, like ARVC, may be associated with right ventricular outflow dilatation. On the other hand RVOT tachycardia arise typically from a very narrow area just inferior to the valve in the anterior aspect of the RVOT and occurs exclusively in young to middle aged patients without structural heart disease. Distinguishing an idiopathic VT syndrome from other monomorphic VT syndromes is important given the far better prognosis, greater array of antiarrhythmic drug options, and amenability to cure with ablation (5). But VT's of ARVC and of isolated left ventricular non-compaction are candidates for ICD implantation. Non-compaction cardiomyopathy is a recently recognized disorder, based on an arrest in endomyocardial morphogenesis. The disease is characterized by heart failure, systemic emboli and ventricular arrhythmias (6) . But in the case we presented here the coexisting left ventricular non-compaction is a coincidental finding which has no active role in this patient's arrhythmias. All arrhythmias were originated from right ventricle. Since in early stages of ARVC, imaging findings might be negative. On the other hand non-compaction demonstrated by MRI might be silent.
7

CONCLUSION
This case demonstrates the importance of diagnostic evaluation by various invasive and noninvasive techniques and detailed analysis of clinical history and presentation to establish the presence and type of heart disease and the origin and pathology causing lethal arrhythmias.
Reliance to only imaging findings may result in misdiagnosis of the origin of arrhythmias.
